OBJECTIVE: Most older people with psychiatric disorders are never treated by mental health specialists, although they visit their primary care physicians regularly. There are no published studies describing the broad array of psychiatric disorders in such patients using validated diagnostic instruments. We therefore characterized Axis I psychiatric diagnoses among older patients seen in primary care.
T
he psychopathology of older persons in primary care settings warrants empirical attention for several reasons. There are well-documented demographic imperatives, including the changing age distribution of the population and the disproportionate rise in health care expenditures with age. 1 Older people with psychiatric disorders are even less likely to be seen in mental health settings than younger patients, yet they are more likely to see their primary care physician regularly. [2] [3] [4] Older patients who complete suicide often have seen their primary care provider shortly before their death. 5 Data from other settings suggest that the epidemiology of mental disorders changes across age groups. In community samples, long term care settings, and medical inpatient units, mood, cognitive disorders (e.g., dementias), and secondary disorders (i.e., "organic") appear to predominate in later life, [6] [7] [8] as contrasted with the high prevalences of substance use, anxiety, and personality disorders among younger persons. Accordingly, there has been increasing recognition of the need for greater attention in primary care to mental disorders in the elderly, 9, 10 an imperative made stronger by the greater general health care costs associated with depressive symptoms in these patients. 11 To date, such calls have been met with surprisingly little empirical research. Most primary care studies of mental disorders have used mixed age samples with a mean age under 45 years, 12, 13 or have specifically excluded persons over age 60 or 65 years. 14 Among those that did focus on older persons, almost all limited their field of view to depression. [15] [16] [17] [18] [19] [20] Of these, only one investigative group used a well-validated structured interview to assign depression diagnoses. 15 Most relied on self-report depression scales that assess symptoms but cannot assess the presence or absence of specific diagnoses, and therefore cannot directly measure diagnostic prevalences. Determination of the presence or absence of psychiatric disorders requires examiner judgment in applying diagnostic criteria to clinical data. To our knowledge, no published report has studied systematically the broader array of mental disorders in older primary care patients using a validated diagnostic instrument. Given this context, we planned to describe the prevalences of Axis I psychiatric diagnoses in a group of older patients attending primary care practices, using a well-validated semistructured diagnostic interview. We also sought to explore differences in prevalences between genders, because in younger populations and in communitybased elderly, mood, anxiety, and dementing disorders are more common among women, while alcohol abuse and dependence are more common among men.
METHODS
Subjects were recruited from private internal medicine offices or from a family medicine clinic. Stratified sampling techniques were used to oversample patients with depressive symptoms 21 ; this was done to facilitate other studies focusing on patients with depressive conditions. The recruitment process, described in detail in this section, is shown in the flow chart ( Figure 1) .
The 129 subjects from the private offices were included in a previously published study. 22 The private offices were those of three board-certified general internists, clinical faculty at the University of Rochester School of Medicine and Dentistry who maintained full-time private practices. Their offices drew on a patient population that came predominantly from middle-class neighborhoods in the city of Rochester, and from the mostly middle-class and upper-middle-class adjacent suburbs. Two of the practices shared office space, and the third had an adjacent office; all three shared on-call responsibilities for the combined practices. Each of the two office groupings was joined by a physician assistant part way through the subject recruitment period.
Patients were screened 2 or 3 1/2 days per week with a self-report depression symptom scale, the Center for Epidemiologic Studies Depression Scale (CES-D), 23 to allow oversampling of patients with depressive symptoms and syndromes. All patients aged 60 years and over who appeared for visits in these offices during these times were eligible for screening, with the rare exception of patients unable to complete the questionnaires owing to gross impairments in communication skills or language barriers ( n ϭ 9). With informed consent (procedures approved by the University of Rochester Medical Center's Research Subjects Review Board), patients completed the CES-D in the office. Screening was performed at first by office staff (March-May 1994), during which time 83 (79%) of 105 patients eligible for screening completed the CES-D. During the majority of the enrollment period (May 1994-June 1995), screening was performed by research personnel, and 424 (87%) of 485 eligible patients completed the CES-D. The lower screening completion rate by office staff as compared with research staff was due to potentially eligible patients being missed, rather than a higher patient refusal rate.
Screening was conducted in similar fashion by research personnel two half-days per week from July 1995 to June 1996 at the University of Rochester Family Medicine Figure 1 . Study recruitment process.
Center at Highland Hospital. This free-standing clinic, located near Highland Hospital, is the home of the University's Family Medicine Department and residency program, and serves a predominantly urban and poorer population than the private offices. Clinicians include faculty attending physicians in family medicine, family medicine residents, and family medicine nurse practitioners. During the enrollment period, 436 patients aged 60 years or older visited the Family Medicine Center. Twenty-nine of these were ineligible for screening, either because of gross communication impairments (14 were mentally retarded-the Family Medicine Center serves several group homes for mentally retarded residents; 1 had advanced Alzheimer's disease) or because of a language barrier without available family or other translator ( n ϭ 14). Of the remaining 407 eligible subjects, 3 were missed, 53 refused screening, and a total of 351 (86%) completed the CES-D.
Selected screened patients were approached by telephone for informed consent to complete an in-depth interview including the Structured Clinical Interview for DSM-III-R (SCID), 24 within 4 weeks of their primary care visit. To enrich the study group with persons with significant depressive symptoms and syndromes, the sample was stratified on the CES-D: all patients scoring Ͼ 21 were approached for SCID interview, and a random sample of those scoring Յ 21 were approached, up to a maximum of three SCID interviews per week. The SCID interview was held either in the patient's home ( n ϭ 198), at our research offices at the University of Rochester Medical Center ( n ϭ 23), or at another location ( n ϭ 3).
At the private offices, 53 patients scored above the CES-D cutoff, and the SCID interview was completed with 26 (49%) of them; the remainder either refused the interview outright or stated they were unable to schedule the interview within the 4-week time frame. Of those scoring below the cutoff, 252 were selected randomly and approached for SCID interview, and 104 (41%) of these did complete this in-depth assessment. To allow group comparisons of medical illness severity, medical charts were reviewed by a physician-investigator (JML) on a random sample of 50 patients (25 above and 25 below the CES-D cutoff) who were approached but did not complete the SCID interview, and the Cumulative Illness Rating Scale (CIRS), 25 a validated measure of overall organ system burden, was completed. (The CIRS was completed in similar fashion for all study participants.) Subjects scoring above the cutoff who completed the SCID assessments did not differ statistically from those not completing the SCID on any of the variables available for comparison (age, gender, CES-D score, CIRS, and visit type). Patients below the cutoff who completed the SCID interview did not differ from those completing the SCID on age, CES-D score, or visit type, but did have a greater proportion of men (45% vs 30%, p ϭ .017) and a higher score on the CIRS (mean 6.5 vs 4.6, p ϭ .0003).
At the Family Medicine Center, 49 patients scored above the CES-D cutoff, and the SCID interview was completed with 25 (51%) of them; again, the remainder either refused the interview outright or stated they were unable to schedule the interview within the 4-week time frame. Of those scoring below the cutoff, 143 were selected randomly for SCID interview, and 70 (49%) completed this indepth assessment. Patients scoring above the cutoff who completed the SCID interview did not differ significantly from those not completing the interview on age, gender, or visit type, but did have a higher score on the CES-D (mean 31.1 vs 27.9, p ϭ .047). Patients below the cutoff who completed the SCID interview did not differ on age, gender, or CES-D score, but did differ significantly on visit type (more likely to be seen for a scheduled follow-up appointment) (Fisher's Exact Test, p ϭ .007).
The in-depth diagnostic assessment was based on the SCID, a validated and reliable instrument that depends on rater clinical judgment, using all available sources of data including the patient's report, family report, and medical records, to arrive at Axis I diagnoses. The SCID diagnoses used indicate current disorders, as well as certain fully remitted conditions (major depression and substance use disorders only) and partially remitted major depression (i.e., symptoms improved below the diagnostic threshold for major depression but still present at clinically significant levels). The SCID interview was administered by master'slevel prepared raters trained in the use of the SCID and other study measures by research personnel in the Department of Psychiatry's Program in Geriatrics and Neuropsychiatry. A physician-investigator (JML) reviewed the primary care record for all subjects, along with all other available outpatient and inpatient medical and psychiatric records, to facilitate completion of study measures.
Study patients were presented by the SCID rater at a weekly consensus conference of program investigators, raters, and other research personnel. Consensus diagnoses were assigned based on the SCID. The SCID does not include a section to assess the diagnosis of dementia; consensus diagnoses of dementia were assigned using DSM-III-R criteria, 26 based on patient (and when possible family) responses to specific probe questions about cognitive decline and related functional impairment, score on the Mini-Mental State Examination, 27 and all other available clinical and laboratory data. As well, a diagnosis of current minor depressive disorder was assigned based on the SCID data, using the criteria proposed in the appendix to DSM-IV (the diagnostic criteria are identical to those for major depression, except that a minimum of two symptoms rather than five are required, with one symptom necessarily being depressed mood or diminished interest or pleasure). 28 For all depressive diagnoses, an inclusive approach was used regarding symptoms. That is, symptoms were counted toward the criteria for depressive diagnoses without attempt to attribute them to "psychiatric" or "medical" causes, as has been recommended by our group and others, 29 because of both the need to include the broad range of medical comorbidity in the study of later life depressions, and the arbitrary nature of most decisions regarding attribution. Thus, the diagnosis of secondary or "organic" mood disorder was not used.
Prevalence estimates for specific diagnostic groups were based on weighted combinations of stratum-specific rates because of the stratified sampling strategy, i.e., the weighting reconstructed the proportion of subjects scoring above and below the CES-D cutoff in the parent population for each diagnosis. Ninety-five percent confidence intervals for these prevalence estimates were calculated by using a normal approximation; several of the confidence intervals had lower limits that were negative numbers, but these lower limits are reported as 0% because a prevalence rate cannot be less than 0. Standard deviations for the prevalence estimates were obtained by appropriately weighting the variances for individual rates within each CES-D-defined stratum, which were calculated using the variance of the binomial distribution. Comparison of prevalence rates by gender used approximate Z tests. All reported p values are two-sided because of the number of comparisons performed.
RESULTS
The 129 subjects from the private offices had a mean age of 71.1 years (range 60-86 years) and a mean of 13.7 years of education (range 8-17 years.) Of this group, 75 (58%) were female, and 126 (98%) were white. The 95 subjects from the Family Medicine Clinic had a mean age of 70.0 years (range 60-89 years) and a mean of 12.2 years of education (range 1-17 years.) Sixty-four (67%) were female, and 75 (79%) were white.
Prevalence estimates for individual Axis I mental disorders by gender are shown in Table 1 . As expected, mood and anxiety disorders were more common among women, while both active and remitted alcohol dependence was more common among men. However, as shown in Table 1 , the only statistically significant differences in prevalence rates between genders were as follows: women had a trend toward a higher rate of anxiety disorders and significantly higher rates of active major depression and fully remitted major depression, while men had a higher rate of fully remitted alcohol use disorders.
There was some diagnostic comorbidity, as shown by the following prevalence rate estimates ( Ϯ SD): 62.3% ( Ϯ 3.2%) had no Axis I diagnoses, 28.3% ( Ϯ 3.0%) had one, 7.7% ( Ϯ 1.7%) had two, 1.5% ( Ϯ 0.7%) had three, and 0.2% ( Ϯ 0.2%) had four Axis I diagnoses. Excluding patients whose diagnoses were solely fully remitted conditions (e.g., major depression in full remission, or alcohol or other substance dependence in full remission), the estimated prevalence for persons having at least one active psychiatric diagnosis was 31.7% ( Ϯ 1.4%). Given the high prevalence of mood disorders, we examined the psychiatric comorbidity among patients with major and minor depression. Twelve (52%) of 23 patients with active major depression had at least one other diagnosis, as did 3 (33%) of 9 with major depression in partial remission, 4 (24%) of 17 with major depression in full remission, and 2 (15%) of 13 with active minor depression. Most patients in our sample with dysthymic disorder (3 of 4), anxiety disorders (2 of 4), somatoform disorders (3 of 4), and dementia (6 of 12) also had diagnoses of major or minor depression. The estimated prevalences ( Ϯ SD) for these conditions without concurrent major or minor depression were as follows: dysthymia 0.2% ( Ϯ 0.2%), anxiety disorders 0.7% (Ϯ 0.6%), somatoform disorders 0.5% (Ϯ 0.5%), and dementia 3.1% (Ϯ 1.2%).
DISCUSSION
The most prominent finding from our data is that mental disorders are common in older primary care patients: 31.7% of patients had at least one active psychiatric condition at the time of interview; 18.2% had fully remitted psychiatric conditions (major depression or alcohol or substance use disorders) that require clinical vigilance and possibly maintenance therapies. Gender differences generally were in accord with previous findings in community elderly and younger primary care populations, although statistically significant differences between men and women were few in our relatively modest sample size.
These data also support the emphasis in previous literature on depressive disorders in older primary care patients, given their high combined prevalence (11.7% for fully syndromic major or minor depression, plus an additional 11.6% for partially or fully remitted major depression) and the fact that many of the other mental disorders had substantial comorbidity with major depression. In fact, the prevalence of major depression was comparable to that found in most primary care studies of younger or mixed-age subjects, [30] [31] [32] and greater than communitybased prevalence estimates for major depression in older persons. 9 In contrast to younger populations, dysthymic disorder was relatively uncommon; when present it was most often part of so-called double depression (i.e., a superimposed major depression was comorbid).
In addition to depression, dementia, alcohol abuse and dependence, and chronic psychotic disorders were common enough to warrant further clinical and investigative attention. The relatively low prevalences of anxiety and somatoform disorders contrast sharply with findings in younger populations. Their relative rarity without a concomitant depressive disorder diagnosis gave empirical support to the clinical adage often espoused by geriatric mental health specialists: when an older patient presents with anxiety or "hypochondriasis," a primary anxiety or somatoform disorder should be lower on the list of differential diagnostic possibilities, while a high degree of suspicion for the presence of contributing physical illnesses, mood, or cognitive deficit disorders must be maintained.
Several limitations of our study must be acknowledged to provide a context for interpreting our findings. The first is the issue of sample bias. Most, but not all, potentially eligible patients were screened. A substantial percentage of screened patients who were approached for the SCID interview did not complete this interview and so were not included in the study. However, our success rate in completing SCID interviews was comparable to the only published primary care investigation to use the fulllength SCID, which studied patients of mixed age. 32 Moreover, among the variables available for comparison of study subjects with subjects not completing the SCID, differences between the groups were few. It is likely that our results underestimated the prevalence of dementing disorders, both because severe cognitive deficits precluded participation in our protocol, and because very mild dementias may have been missed using our methods; indeed, our estimates of the prevalence of dementias were lower than those of surveys of community-based elderly.
Our findings may not apply to patients in other settings. Replication studies are warranted among populations with greater percentages of persons who are not white, or among inner-city or rural settings. Larger studies also should examine prevalence variability for specific psychiatric disorders among different practice sites and geographic regions, as well as among age subgroups.
In summary, mental disorders are common among older persons attending primary care settings. Clinicians must be particularly vigilant about depressive conditions, given their prevalence, medical and psychiatric comorbidity, the availability of simple and effective office screening measures (as contrasted with dementia), 22, 33 and the clearly demonstrated benefits of psychological and pharmacological treatments for major depression. 9 Physicians also must remain mindful of the high prevalence of minor depression, while recognizing that thus far there has been no empirical investigation regarding response to specific treatment strategies. In addition to instituting clinical trials, researchers must continue to respond to the larger public health imperative by focusing investigative efforts on the neurobiological, psychological, and psychosocial concomitants of depression in primary care elderly, to guide our evolving models of pathogenesis and ultimately lead to more specifically targeted therapeutic options.
